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injection is required; (2) a higher success rate is
achieved; (3) there is a minimal positive aspira-
tion rate; (4) few post-injection complications are
seen; (5) it provides successful anesthesia when a
bifid inferior alveolar nerve and a bifid mandibu-
lar canal are present; (6) less painful sensation is
reported with needle penetration; and (7) there is
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Background: Although several previous studies have compared the efficacy of Gow-Gates mandibular block
(GGMB) and inferior alveolar nerve block (IANB), the results remain controversial. This study used an objective,
standardized and precise protocol to evaluate and compare the effectiveness and success rate of GGMB and
IANB.
Methods: The study group consisted of 162 patients (93 males and 69 females) who were randomly allocated
to receive GGMB or IANB for extraction of third molars. Both methods used 2.7 mL of 2% xylocaine for each
patient. Pulpal and gingival tissue anesthesia of mandibular central incisors, canines, first premolars and first
molars were evaluated at 0, 5, 10, 15 and 60 minutes after injection of local anesthetic solution using both
an electric pulp tester and a sharp explorer.
Results: The success rates of pulpal anesthesia in the IANB group (central incisor, 6%; canine, 37%; first
premolar, 54%; first molar, 88%) were not significantly different from the GGMB group (central incisor,
8.1%; canine, 37.1%; first premolar, 54.8%; first molar, 83.9%). All subjects achieved 100% lip numbness
with both methods. At 60 minutes after injection, the success rates of gingival tissue anesthesia in canine
buccal and lingual areas were higher in the IANB group (100% and 100%, respectively) than in the GGMB
group (91.9% and 93.5%, respectively). In the molar buccal area, the success rates at 5 and 60 minutes after
injection were higher in the IANB group (97% and 100%, respectively) than in the GGMB group (88.7% and
91.9%, respectively). Furthermore, the success rates in the molar lingual area at 10, 15 and 60 minutes after
injection were higher in the IANB group (100%, 100% and 100%, respectively) than in the GGMB group
(91.9%, 93.5% and 91.9%, respectively). Although IANB achieved higher success rates of gingival tissue
anesthesia in some gingival areas, no significant difference between the two methods was found in overall
efficacy.
Conclusion: This study demonstrated that the efficacy of pulpal and gingival tissue anesthesia are not
significantly different between the GGMB and IANB methods. [J Formos Med Assoc 2006;105(2):139–146]
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pulpal anesthesia
Various studies have compared the efficacy of
conventional mandibular inferior alveolar nerve
block (IANB) and Gow-Gates mandibular block
(GGMB).1–5 Some authors have reported that
GGMB was superior to IANB when used for man-
dibular block.2,5,6 They noted several factors that
favor the use of the GGMB technique: (1) only one
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with a sharp explorer. The number of teeth react-
ing to the EPT and the patient’s response to the
sharp explorer were recorded. After that, a topical
anesthetic gel was applied on the mucosal site
for insertion of the needle. Repeated tests were
performed before injection and 5, 10, 15 and 60
minutes after injection.
For each patient, about 2.7 mL of a 2% xy-
locaine solution with 1:50,000 epinephrine
(Lidocaine, ORA Inj. Cartridge®, Tokyo, Japan)
was used for each injection. The same volume of
anesthetic agent was used for both GGMB and
IANB. A 25-gauge disposable needle was used.
In addition, a questionnaire and recording list
designed for evaluating the effect of mandibular
block were given to the patient for completion af-
ter surgery.
Technique
An Analytic technology digital electric pulp tester
(Dentotest TB09®, Switzerland) with its maximal
output reading of 80 was used for the test of pul-
pal anesthesia. The electrode was coated with a
small amount of toothpaste or topical anesthe-
tic gel and placed in contact with the center of the
occlusal surface of the tooth crown. When a pa-
tient noted feeling a sensation within the tooth,
the electrode was withdrawn and the number
shown on the electric pulp tester was recorded.
Anesthesia of the pulp was considered to be
successful when the tooth had no response to the
maximum output current (80) of the pulp tester.
GGMB technique
First, the tissue targeted for needle insertion was
dried with sterile gauze and topical anesthetic gel
was applied. The extraoral and intraoral landmarks
were located as follows: (1) extraoral landmarks
were lower border of the tragus (intertragic notch)
and the corner of the mouth; and (2) intraoral
landmarks were height of injection established
by placement of the needle tip just below the me-
siopalatal cusp of the maxillary second molar. The
tip was moved to a point just distal to the molar.
After completion of the localization of landmarks,
the syringe was directed, and the needle was
a constancy of landmarks.2,5,6 However, others
have found no significant differences between the
two techniques.4 Many previous studies of these
mandibular block techniques used a small sample
size and lacked an objective analysis. Quite often,
subjective questionnaires were used as the only
method of assessment. In addition, the grade of
anesthesia in previous studies was usually based
on subjective responses of operators and patients,
which is an inherently unreliable method of
assessment. In order to determine if a difference
exists between the two mandibular block tech-
niques, we used an objective, standardized pro-
tocol for evaluation, in which response to anesthe-
sia was measured with a sharp explorer for soft
tissue anesthesia and an electric pulp tester for
pulpal anesthesia. Questionnaires for both patients
and operators were also used to evaluate their sat-
isfaction with the anesthetic procedures and to note
possible complications when a patient returned for
removal of stitches.
Methods
The study group consisted of 162 patients (93
men and 69 women) who were scheduled for
removal of bilateral molars. All patients were in
good health, were not currently on medication, and
had no history of allergic or toxic reaction to a lo-
cal anesthetic agent.
Two sets of tests, an electric pulp test (EPT) for
evaluating pulpal anesthesia and a sharp explorer
test (SET) for evaluating gingival anesthesia,
were performed prior to either injection. The teeth
selected for testing in this study were the bilateral
mandibular central incisors, canines, first premo-
lars and first molars. The teeth on the same side
as the extracted third molar served as the experi-
mental group, while the teeth on the opposite side
served as the control group.
Before any testing was performed, all tested
teeth were dried and isolated from saliva with a
2 × 2 cm piece of gauze. Next, the pulpal tissues of
these teeth were tested with an electric pulp tester
and the gingival tissues of these teeth were tested
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gently inserted, then slowly advanced until con-
tact with the bone of the anterior condyle was
made. The needle was withdrawn 1 mm when this
bone contact was confirmed. If bone contact was
not obtained, the needle was slightly withdrawn
and redirected. No local anesthesia was deposited
if the bone was not contacted. Aspiration was
then performed to avoid intravenous injection.
The patient was asked to keep his/her mouth open
for 1–2 minutes after injection.6–10
IANB technique
First, to anesthetize the inferior alveolar nerve,
the tissue targeted for needle insertion was dried
with sterile gauze and topical anesthetic gel was
applied. The intraoral landmarks were located
and the needle was gently inserted. When contact
was made with the anterior condyle, the needle
was withdrawn 1 mm to prevent a subperiosteal
injection. Then, aspiration was performed. Second,
to anesthetize the lingual nerve, the syringe was
slowly withdrawn until approximately half
its length remained within the tissue. Aspiration
was again performed. If negative, a portion of the
remaining solution was deposited to anesthetize
the lingual nerve. Third, to anesthetize the long
buccal nerve, the mucous membrane distal and
buccal to the last molar was penetrated. The nee-
dle was slowly advanced until contact with the mu-
coperiosteum was made, and the anesthetic
solution was gently deposited. The depth of pene-
tration was usually only 1–2 mm.6,11
SET was used to evaluate the anesthetic re-
sponse of the gingival tissues of the tested teeth.
When performing this test, a sharp explorer was
firmly pressed into the attached gingiva on the
buccal or lingual side of the tested tooth. The pa-
tient’s response was recorded for each test site. If
there was a painful sensation, it was recorded as
positive.
The third molars were not extracted until suc-
cessful anesthesia of both the pulp and gingival
tissues was confirmed. After completion of surgery,
a questionnaire concerning satisfaction with
the effect of the block anesthesia was given to
patients. The rating scale was recorded as A
for good, B for fair, and C for poor effect. The time
of onset and total dosage used for anesthesia
were also recorded for use in the study analysis.
Another questionnaire was given to the operators
to assess their degree of satisfaction with the en-
tire extraction procedure. It included the time spent
on the operation, the total amount of anesthetic
solution used, whether an accessory injection was
used, and whether a positive aspiration was
obtained. Based on this information, the opera-
tor’s satisfaction was graded as A for good, B for
fair, and C for poor. Statistical analysis was per-
formed by the chi-square test and Fisher’s exact test
using SAS version 8.1 (SAS Institute Inc, Cary, NC,
USA) for Windows.
Results
There were no significant differences in gender,
weight, height, body surface, and total dosage
of anesthesia used between patients in the GGMB
and IANB groups. However, patients receiving
GGMB were older than those receiving IANB. This
difference, however, appeared to have little impact
on the statistical comparison of the success rate of
mandibular block anesthesia (Table 1).
A higher incidence of pain was noted during
needle penetration into soft tissue in patients re-
ceiving IANB (63%) than GGMB (45.2%). Grade
A patient satisfaction with degree of anesthesia
achieved was similar in both groups (IANB, 58%;
GGMB, 56.5%). The rate of operators’ satisfaction
for the entire extraction procedure was also simi-
lar between the two groups, with grade A satisfac-
tion in 53% of IANB procedures and 53.2% of
GGMB procedures (Table 2).
The success rates of pulpal anesthesia before
injection and at 5, 10, 15 and 60 minutes after in-
jection are shown in Tables 3 and 4. Comparison
of the success rate of pulpal anesthesia between
the two methods was made based on the results
recorded at 15 minutes, to exclude the effect of
long buccal nerve anesthesia caused by the IANB
method. The success rates of pulpal anesthesia
were not significantly different between the IANB
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group (central incisor, 6%; canine, 37%; first
premolar, 54%; first molar, 88%) and GGMB
group (central incisor, 8.1%; canine, 37.1%; first
premolar, 54.8%; first molar, 83.9%).
All subjects in this study reported numbness
throughout the lower lip with either mandibular
block technique. The success rates of gingival
tissue anesthesia evaluated by SET are shown in
Tables 5 and 6. There were no significant differ-
ences in the success rates of gingival tissue an-
esthesia in the canine buccal and lingual areas
between the IANB and GGMB groups within
the initial 15 minutes after injection. However, 60
minutes after injection, the success rates of gin-
gival tissue anesthesia were higher in the canine
buccal and lingual areas in the IANB group (100%
and 100%, respectively) than in the GGMB group
(91.9% and 93.5%, respectively). In the molar
buccal area, the success rate of gingival tissue
anesthesia at 5 and 60 minutes after injection
was significantly higher in the IANB group (97%
and 100%, respectively) than in the GGMB group
(88.7% and 91.9%, respectively). Furthermore, in
the molar lingual area, the success rates of gin-
gival tissue anesthesia at 10, 15 and 60 minutes
after injection were significantly higher in the
IANB group (100%, 100% and 100%, respectively)
than in the GGMB group (91.9%, 93.5% and
91.9%, respectively).
Discussion
In this study, both IANB and GGMB had overall
success rates of lip anesthesia of 100%. These suc-
cess rates of lip anesthesia are significantly high-
er than those reported in other investigations.1–5
However, successful lip anesthesia does not neces-
sarily indicate successful pulpal anesthesia.12
Lip numbness is not a reliable indicator of pulpal
anesthesia.
When comparing success rates of mandibular
anesthesia, some investigators attributed the in-
creased success rates of GGMB to the constancy of
landmarks used to guide the placement of the
needle. They believed that variations in the loca-
Table 1. Demographic characteristics of patients receiving
inferior alveolar nerve block (IANB) and Gow-Gates
mandibular block (GGMB)
Total IANB GGMB
(n = 162) (n = 100) (n = 62) p*
n (%) n (%) n (%)
Gender
Male 93 (42.6) 60 (60.0) 33 (53.2)
Female 69 (57.4) 40 (40.0) 29 (46.8)
Age (yr)
Mean 26.7 25.500 28.700 0.033
Range 12–58
Height (cm)
Mean 167.91 168.6200 167.3400 0.514
Range 149–188
Weight (kg)
Mean 63.40 62.920 64.180 0.476
Range 35.5–96.0
Body surface area (m2)
Mean 1.72 1.71 1.73 0.669
Range 1.20–2.15
Total dose (1.8 mL/cartridge)
Mean 1.83 1.78 1.92 0.146
Range 1.50–4.50
*Chi-square test.
Table 2.. Anesthetic effects in patients receiving inferior alveolar
nerve block (IANB) and Gow-Gates mandibular block
(GGMB)
Total IANB GGMB
(n = 162) (n = 100) (n = 62) p*
n (%) n (%) n (%)
Pain upon injection
None 71 (43.8) 37 (37.0) 34 (54.8) 0.026
Mild/endurable 91 (56.2) 63 (63.0) 28 (45.2)
Severe 0 (0.0) 0 (0.0) 0 (0.0)
Patient satisfaction
A 93 (57.4) 58 (58.0) 35 (56.5) 0.846
B 69 (42.6) 42 (42.0) 27 (43.5)
C 0 (0.0) 0 (0.0) 0 (0.0)
Operator satisfaction
A 86 (53.1) 53 (53.0) 33 (53.2) 0.584
B 73 (45.1) 46 (46.0) 27 (43.5)
C 3 (1.9) 1 (1.0) 2 (3.2)
*Chi-square test. A = good; B = fair; C = poor.
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tion of the mandibular foramen and lingula
were the main reasons for the failure of anesthesia
using the IANB method,10 and that GGMB is an
alternative technique that avoids these problems,
and which can achieve successful mandibular
anesthesia. 9,10,13,14 In this study, whenever patients
stated that they felt pain during flap elevation or
during extraction, anesthesia was supplemented
to help them endure the procedure. This supple-
mental anesthesia may have partially contributed
to the overall success rates of lip numbness in
this study. A study by Watson and Gow-Gates in-
dicated that supplementary injections are not
always necessary with the GGMB technique, but
are often necessary when the IANB technique is
used on posterior teeth for procedures, including
extraction of third molars, cavity preparation in-
volving the buccal gingiva, deep proximal caries
with matrix and wedge placement.1 Our results are
consistent with these findings. In order to reduce
a patient’s discomfort, supplementary injections
for buccal nerve anesthesia are often recommend-
ed when procedures requiring reflection of buccal
mucoperiosteal flap are required.
In this study, the incidence of pain during nee-
dle penetration was higher in the IANB group
(63%) than in the GGMB group (45.2%). Patients
who received IANB seemed to suffer from more
pain during the initial needle penetration, while
the GGMB injection was a virtually painless
procedure. A possible explanation for this finding
is that the mucosa in the more superior position
where needle penetration is performed in the
GGMB technique may be less sensitive and less
resistant to the needle, possibly due to thinner mus-
culofascial bands in that area. Therefore, less pull
by the needle was felt when it passed through the
tissue, and less pain was reported.3
In this study, the success rates of pulpal tissue
anesthesia between the two methods was not
significantly different (Table 3 and 4). There are
several possible reasons as to why complete an-
esthesia of pulpal tissue cannot be achieved by
IANB, including: (1) deposition of the anesthetic
agent too low (below the mandibular foramen)
or too anteriorly (laterally) on the ramus; (2) ac-
cessory innervation to the mandibular teeth; and
(3) incomplete anesthesia of the central or lateral
incisors. On the other hand, possible reasons for
incomplete pulpal anesthesia by GGMB include:
(1) insufficient amount of anesthetic agent de-
posited (the greater diameter of the mandibular
nerve may require a larger volume of anesthetic
agent); and (2) anatomic variations and diffi-
culties.6 Although previous studies have reported
success rates of over 90% for the GGMB tech-
nique, the subjective interpretation of a patient’s
responses may have led to higher success rates. In
this study, the lower success rate of the GGMB tech-
nique might have been related to the operator.
Table 3. Successful pulpal anesthesia in patients receiving
inferior alveolar nerve block (IANB) and Gow-Gates
mandibular block (GGMB) before injection, and at 5,
10, 15 and 60 minutes after injection, as evaluated
by the electric pulp test
Total IANB GGMB
(n = 162) (n = 100) (n = 62) p*
n (%) n (%) n (%)
Incisor
0 min 0 (0.0) 0 (0.0) 0 (0.0) –
5 min 6 (3.7) 2 (2.0) 4 (6.5) 0.204†
10 min 4 (2.5) 2 (2.0) 2 (3.2) 0.637*
15 min 11 (6.8)0 6 (6.0) 5 (8.1) 0.750†
60 min 21 (13.0) 12 (12.0) 09 (14.5) 0.643*
Canine
0 min 0 (0.0) 0 (0.0) 0 (0.0) –
5 min 23 (14.2) 13 (13.0) 10 (16.1) 0.579*
10 min 54 (33.3) 33 (33.0) 21 (33.9) 0.909*
15 min 60 (37.0) 37 (37.0) 23 (37.1) 0.990*
60 min 80 (49.4) 49 (49.0) 31 (50.0) 0.902*
Premolar
0 min 0 (0.0) 0 (0.0) 0 (0.0) –
5 min 51 (31.5) 30 (30.0) 21 (33.9) 0.606*
10 min 85 (52.5) 53 (53.0) 32 (51.6) 0.864*
15 min 88 (54.3) 54 (54.0) 34 (54.8) 0.917*
60 min 121 (74.7)0 75 (75.0) 46 (74.2) 0.909*
Molar
0 min 1 (0.6) 1 (1.0) 0 (0.0) 0.999†
5 min 68 (42.0) 41 (41.0) 27 (43.5) 0.749*
10 min 123 (75.9)0 78 (78.0) 45 (72.6) 0.433*
15 min 140 (86.4)0 88 (88.0) 52 (83.9) 0.456*
60 min 147 (90.7)0 92 (92.0) 55 (88.7) 0.483*
*Chi-square test; †Fisher’s exact test.
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trunk at the site of injection and the longer dis-
tance from the deposition site to the nerve trunk.
Previous studies have reported that the onset of
clinically adequate anesthesia with IANB is usual-
ly 3–5 minutes, while GGMB may require 5–7 min-
utes. The findings of this study are consistent with
previous observations that a longer time interval
is needed for the onset of profound anesthesia with
GGMB than with IANB.
Complications resulting from IANB include
trismus, hematoma, transient facial paralysis,
blanching of the tissue, burning sensation on im-
pingement of the nerve, syncope, temporary uni-
ocular blindness, and ophthalmoplegia.6,16–18 In
contrast, complications associated with GGMB
are rarely reported, although hematoma, trismus,
and temporary paralysis of cranial nerves III, IV
and VI have been mentioned.6 Dryden reported an
unusual complication resulting from GGMB in a
patient who almost immediately experienced di-
plopia and ptosis of the right eyelid after a GGMB
injection.19 A possible explanation for these com-
plications is accidental intra-arterial injection. The
anesthetic solution might have reached the mid-
dle meningeal, ophthalmic and lacrimal arteries,
thereby producing blanching, ptosis and transient
diplopia. Transient headache on the initial needle
thrust is probably a sign of needle insertion in-
Table 4. Success rates of pulpal anesthesia by inferior alveolar nerve block (IANB) and Gow-Gates
mandibular block (GGMB) as evaluated by the electric pulp test
Success rate (%)
p*
0 min 5 min 10 min 15 min 60 min
Incisor 0.427
IANB (n = 100) 0.00 02.00 02.00 06.00 12.00
GGMB (n = 62) 0.00 06.45 03.23 08.06 14.52
Canine 0.871
IANB (n = 100) 0.00 13.00 33.00 37.00 49.00
GGMB (n = 62) 0.00 16.13 33.87 37.10 50.00
Premolar 0.837
IANB (n = 100) 0.00 30.00 53.00 54.00 75.00
GGMB (n = 62) 0.00 33.87 51.61 54.84 74.19
Molar 0.991
IANB (n = 100) 1.00 41.00 78.00 88.00 92.00
GGMB (n = 62) 0.00 43.55 72.58 83.87 88.71
*Fisher’s exact test.
GGMB is a much more technique-sensitive pro-
cedure. The technique of palpating bone at the
condylar neck area is quite difficult to consistently
duplicate using external landmarks. Therefore,
the landmarks used to guide performance of the
GGMB technique might not be as easy to identify
and approach as those of the IANB technique.
The effective use of the GGMB technique is also
hindered by the necessity of a “learning phase”. It
takes more time for operators to learn and practice
the GGMB technique.15
There were some significant differences in
the success rates of gingival tissue anesthesia be-
tween the two techniques. IANB was more effec-
tive with regard to gingival tissue anesthesia in the
molar area, especially on the lingual side and 10
minutes after the initial injection. This may have
been due to the shorter distance of the target area
to the deposition site in the IANB versus the GGMB
technique. Also, a comparatively greater amount
of anesthetic solution was deposited on the lin-
gual side of the first molar in the IANB method.
These differences in technique may explain the
higher success rate of gingival tissue anesthesia on
the lingual side of the first molars. In addition, the
onset of anesthesia with GGMB was much slower
than with IANB. This slower onset with GGMB is
attributable to the greater diameter of the nerve
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Table 5. Successful gingival tissue anesthesia in patients receiving inferior alveolar nerve block (IANB)
and Gow-Gates mandibular block (GGMB) before injection, and at 5, 10, 15 and 60
minutes after injection, as evaluated by the sharp explorer test
Gingiva
Total (n = 162) IANB (n = 100) GGMB (n = 62)
p*
n (%) n (%) n (%)
Canine buccal
0 min 01 (0.6) 1 (1.0) 0 (0.0) 0.999*
5 min 124 (76.5) 78 (78.0) 46 (74.2) 0.614†
10 min 149 (92.0) 93 (93.0) 56 (90.3) 0.510†
15 min 150 (92.6) 94 (94.0) 56 (90.3) 0.385†
60 min 157 (96.9) 100 (100.0) 57 (91.9) 0.007*
Canine lingual
0 min 04 (2.5) 2 (2.0) 2 (3.2) 0.391†
5 min 132 (81.5) 82 (82.0) 50 (80.6) 0.876†
10 min 150 (92.6) 93 (93.0) 57 (91.9) 0.223†
15 min 159 (98.1) 100 (100.0) 59 (95.2) 0.054*
60 min 158 (97.5) 100 (100.0) 58 (93.5) 0.037†
Molar buccal
0 min 00 (0.0) 0 (0.0) 0 (0.0) –
5 min 152 (93.8) 97 (97.0) 55 (88.7) 0.046†
10 min 155 (95.7) 98 (98.0) 57 (91.9) 0.052†
15 min 157 (96.9) 99 (99.0) 58 (93.5) 0.071*
60 min 157 (96.9) 100 (100.0) 57 (91.9) 0.007*
Molar lingual
0 min 00 (0.0) 0 (0.0) 0 (0.0) 0.383*
5 min 156 (96.3) 99 (99.0) 57 (91.9) 0.064†
10 min 157 (96.9) 100 (100.0) 57 (91.9) 0.016†
15 min 158 (97.5) 100 (100.0) 58 (93.5) 0.020*
60 min 157 (96.9) 100 (100.0) 57 (91.9) 0.007*
*Fisher’s exact test; †Chi-square test.
volvement with the accessory or middle meningeal
arteries.3 Fortunately, none of these complications
occurred in our study. The recommendations
given by Gow-Gates include placing the needle on
the lateral side of the anterior surface of the con-
dyle, aspirating carefully, and depositing slowly. If
the bone is not contacted, the solution should not
be administered.
The results of the GGMB technique performed
in the Taiwanese patients in this study were not
very consistent with those reported in Western
populations. The success rate of lip numbness in
our patients (100%) was much higher than that
in Western studies (80–90%). However, the sup-
plemental anesthesia may have partially con-
tributed to this result. The success rate of pulpal
tissue anesthesia in the molar areas was 83.9% in
this study, which is much lower than that reported
by Gow-Gates (> 95%).1 Racial differences leading
to variations in the anatomic landmarks may have
been a major factor, and the small sample size in
this study cannot be ruled out.
We conclude that GGMB is as effective as IANB
in pulpal tissue anesthesia. Although IANB
achieved higher success rates of gingival tissue an-
esthesia than GGMB in some of the gingival areas
tested, no significant difference was found in the
overall efficacy between the two methods. Patients
receiving GGMB experienced less pain during nee-
dle penetration into soft tissues. This study has
demonstrated that GGMB is a good alternative
technique to IANB for mandibular anesthesia.
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Table 6. Success rates of gingival tissue anesthesia by inferior alveolar nerve block (IANB) and Gow-
Gates mandibular block (GGMB) as evaluated by the sharp explorer test
Gingiva
Success rate (%)
p*
0 min 5 min 10 min 15 min 60 min
Canine buccal 0.828
IANB (n = 100) 1.00 78.00 093.00 094.00 100.00
GGMB (n = 62) 0.00 74.19 090.32 090.32 091.94
Canine lingual 0.756
IANB (n = 100) 2.00 82.00 093.00 100.00 100.00
GGMB (n = 62) 3.23 80.65 091.94 095.16 093.55
Molar buccal 0.953
IANB (n = 100) 0.00 97.00 098.00 099.00 100.00
GGMB (n = 62) 0.00 88.71 091.94 093.55 091.94
Molar lingual 0.961
IANB (n = 100) 0.00 99.00 100.00 100.00 100.00
GGMB (n = 62) 0.00 91.94 091.94 093.55 091.94
*Fisher’s exact test.
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